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Hypothermia-Related Deaths — Vermont, October 1994—February 1996 


Hypothermia is a lowering of the core body temperature to <95 F (<35 C) (7). From 
1979 through 1992, a total of 10,550 persons in the United States died from hypother- 
mia, an average of 754 deaths per year (range: 557-1021 deaths) (2). From October 
1994 through February 1996, a total of 10 hypothermia-related deaths were reported 
by the chief medical examiner in Vermont. The average age of the 10 decedents was 
62 years (range: 18-88 years); eight were men. Seven decedents were reported to 
have had histories of mental illness, and alcohol abuse was mentioned on the police 
or pathology report for two decedents. This report summarizes the investigation of 
three of these deaths and describes risk factors commonly associated with hypother- 
mia. 

Case 1. In March 1995, an 18-year-old woman was found dead, lightly clothed, and 
covered in snow in the woods behind her house. During the preceding 24 hours, the 
minimum temperature had been 34 F (1 C), and 0.04 inches of precipitation had fallen 
The woman had a prolonged history of drug abuse. At autopsy, a blood test revealec 
the presence of benzodiazepines (diazepam, nordiazepam, temazepam, and 
oxazepam) and diphenhydramine. Drug overdose was listed as the primary cause of 
death with hypothermia as a contributing cause. 

Case 2. In November 1995, a 74-year-old man was found without a coat lying in a 
field 250 feet from his residence; he was unresponsive and had no palpable pulse. The 
outside temperature had been 11 F (-12 C) the previous night. He lived alone and, 
during the previous 2 weeks, had been reported to be increasingly confused with inci- 
dences of wandering and entering wrong apartments. He was last seen at 6:30 p.m. 
the evening before he was discovered. On admission to the hospital, his core body 
temperature was 68 F (20 C), and he died despite resuscitative efforts. He had a medi- 
cal history of dementia, atheroscelerotic cardiovascular disease, and diabetes. Cold 
exposure was listed as the primary cause of death, dementia as a secondary cause, 
and atherosclerotic cardiovascular disease and diabetes as contributory medical con- 
ditions. 

Case 3. In January 1996, a 46-year-old woman was found frozen in a-snow bank; a 
bottle of liquor was nearby. She had a history of depressive disorder and alcohol 
abuse. Two days before she was found, she reportedly had been drinking heavily 
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when she left one house to walk to anotner. At autopsy, her blood alcohol concentra- 
tion (BAC) was 0.33 g/dL. Hypothermia was listed as the primary cause of death, with 
ethanol intoxication as a contributing factor. 

Reported by: L Siciliano, PL Morrow, MD, Office of the Chief Medical Examiner; J Carney, MD, 
Vermont Dept of Health. Div of Environmental Hazards and Health Effects, National Center for 
Environmental Health, CDC. 

Editorial Note: From 1979 through 1992, approximately half of all hypothermia deaths 
in the United States occurred among persons aged 265 years (Figure 1). The annual! 
death rate for hypothermia in this age group was 1.3 per 100,000 persons compared 
with the annual, age-adjusted death rate for hypothermia of 0.3 per 100,000 (3). Eld- 
erly persons particularly are at risk for hypothermia because of medical and socio- 
economic factors such as underlying diseases, social isolation, and physiologic 
changes (e.g., lack of appropriate vasoconstriction in response to cold environments, 
decreased basal metabolic rate, and impaired shivering mechanism). The risk for 
hypothermia-related death also was greater in men than in women (age-adjusted 
death rates, 2.0 versus 0.7 per 100,000 among persons aged 265 years, respectively); 
reasons for this difference have not been defined. 

Ethanol abuse, which is strongly associated with hypothermia, results in vasodiia- 
tion and interferes with peripheral vasoconstriction, an important physiologic mecha- 
nism of defense against the cold. Neuroleptic drugs also predispose a person to 
hypothermia by inducing vasodilation and suppressing the shivering response. The 
hypothermic effects of these types of drugs are amplified by lower ambient tempera- 


FIGURE 1. Annual death rate* associated with hypothermia’, by age group and sex 
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tures. Other risk factors for hypothermia include hypothyroidism, mental illness, de- 
hydration and starvation, homelessness and poverty, immobilizing illness, and sus- 
tained contact with materials that promote conductive heat loss (e.g., water, solvents, 
and metals) (7). 

Hypothermia-related morbidity and mortality can be prevented by early recogni- 
tion and prompt medica! care. Early indications of hypothermia include shivering, 
numbness, fatigue, poor coordination, slurred speech, impaired mentation, blueness 
or puffiness of the skin, and irrationality. The use of insulated clothing that does not 
retain moisture and appropriate head gear can assist in preventing cold-related illness 
because 30% of heat loss comes from the head. Immersion in water and wet clothing 
during cold weather should be avoided. In addition, persons who are outdoors in cold 
conditions should increase fluid and calorie intake, abstain from consuming alcoholic 
beverages, and avoid overexertion and sweating. 
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1. Kilbourne EM. Cold environments. In: Gregg MB, ed. The public health consequences of dis- 


asters. Atlanta, Georgia: US Department of Health and Human Services, Public Health Service, 
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Estimates of Retailers Willing to Sell Tobacco to Minors — 
California, August-September 1995 and June—July 1996 


The prevalence of tobacco use among adolescents is increasing, and the most 
common source of tobacco products for persons aged <18 years (minors) is retail 
stores (7). In 1991, an estimated 29.6 million packs of cigarettes were sold illegally to 
minors in California, and an estimated 255 miilion packs were sold illegally to minors 
nationwide (2). Federal law (i.e., the Synar Amendment*) enacted in July 1992 re- 
quires all states that receive federal funds for prevention and treatment of substance 
abuse to have and enforce laws prohibiting the sale or distribution of tobacco to mi- 
nors, conduct annual statewide inspections of over-the-counter tobacco outlets and 
vending machines to assess the statewide rate of illegal tobacco sales to minors, and 
develop a plan to decrease the illegal sales rate to <20% over several years (3). On 
September 28, 1994, California enacted the Stop Tobacco Access to Kids Enforcement 
(STAKE) Act’, which requires that 1) tobacco retailers (i.e., vendors) post warning 
signs at each point of purchase and check the identification of persons who appear 
aged <18 years; 2) the California Department of Health Services (CDHS) develop a 
statewide enforcement program and establish a toll-free telephone number for report- 
ing observed illegal tobacco sales to minors; and 3) CDHS annually assess and report 
the rate of illegal sales of tobacco products to minors. This report describes the retailer 
education and enforcement program and summarizes the results of the first two an- 
nual assessments (Youth Tobacco Purchase Surveys [YTPSs]). The findings indicate 


*Public Law 102-321, $1926 of the Public Health Service Act (42 USC $300x-26). 
tStop Tobacco Access to Kids Enforcement (STAKE) Act: SB1927, September 28, 1994. California 
Business and Professional Code, Sections 22950-9. 
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that, from August-September 1995 to June-July 1996, among over-the-counter to- 
bacco outlets the percentage of retailers who asked for age identification increased 
substantially, the percentage of stores displaying warning signs on age restrictions 
increased, and the percentage of retailers willing to sell tobacco products to minors 
decreased. 


Education About and Enforcement of Youth Access Laws 

In response to provisions of the STAKE Act, in August 1995 CDHS initiated an on- 
going public and retailer education program before the enforcement of the law began 
on December 27, 1995. The education programm consisted of an advertisement in a 
retail trade journal; a statewide press conference; paid radio and television commer- 
cials and billboard advertisements promoting a toll-free telephone number; a direct 
mailing of educational materials and warning signs to approximately 27,000 retailers; 
and educational materials provided to local government officials, retail trade groups, 
local health groups, chambers of commerce, and state legislators. In addition, 120 lo- 
cal and regional community organizations conducted educational, policy develop- 
ment, and media activities to stimulate compliance with youth access laws. 

The STAKE Act requires that the CDHS statewide enforcement program include 15- 
and 16-year-old minors for unannounced inspections of tobacco retailers. Civil penal- 
ties of $200-$6000 can be levied against the business owner depending on the num- 
ber of offenses during a 5-year period. During December 27, 1995-June 10, 1996 (the 
period before the second YTPS began), CDHS conducted 865 unannounced inspec- 
tions in 22 of the state’s 58 counties. As of December 16, 1996, fines totaling $65,550 
had been paid by 258 business owners among the 286 who were in violation of the 
STAKE Act during December 27, 1995-June 10, 1996, and 28 business owners are in- 
volved in litigation or further administrative processing with CDHS. 


Youth Tobacco Purchase Surveys 

The 1995 YTPS was the first state-representative random survey in California of 
illegal tobacco sales to minors and was conducted during August 2-September 7, 
1995. A second YTPS was conducted during June 11-July 26, 1996, after initiation of 
the retailer education campaign and enforcement program. The YTPS methodology 
was designed to permit statistically valid statewide estimates and year-to-year com- 
parisons of over-the-counter tobacco sales to minors. The California State Board of 
Equalization provided a list of businesses most likely to sell tobacco over the counter, 
including all convenience stores, gas stations, drug stores, liquor stores, supermar- 
kets, and cigar stores in California. Using simple random sampling, sample sizes of 
405 for 1995 and 434 for 1996 were obtained after eliminating stores that were no 
longer in business, were not tobacco outlets, could not be located (four in 1995 and 
21 in 1996), or were considered unsafe by the survey teams (none in 1995 and nine in 
1996). Odds ratios and p values were calculated for the change from 1995 to 1996. The 
odds ratios for asking age and/or for identification, presence of warning signs, and 
total sales were adjusted for store type. 

Newspaper advertisements and contacts in local health departments, tobacco- 
control organizations, and community programs were used to recruit the 63 minors 
aged 15-16 years (including 31 males and 32 females) who participated in the 1995 
YTPS and 67 minors aged 15-16 years (including 29 males and 38 females) who par- 
ticipated in the 1996 YTPS. The adult escorts included staff members from local 
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tobacco-control organizations. Teams consisting of one or two adults and two minors 
made one purchase attempt per store using the following protocol: an adult escort 
entered the store immediately before or shortly after one of the minors entered the 
store. The adult observed the transaction between the retailer and the minor and 
noted age-restriction signs posted inside the store. The minors could choose either 
cigarettes or smokeless tobacco. If asked by retailers, the minors were required to 
truthfully state their age and that they carried no age identification. Retailers were 
considered to be willing to sell tobacco products to minors if they recorded a sale on 
a cash register or placed the tobacco on the counter and asked for money. Retailers 
who refused to sell tobacco to the minor for any reason were considered to be not 
willing to illegally sell tobacco to the minor. If the retailer was willing to sell tobacco to 
the minor, the minor stated that he or she did not have enough money and left the 
store. 

Overall, the percentage of retailers willing to sell tobacco to minors decreased from 
the assessment period in 1995 (37.0%) to 1996 (29.3%) (adjusted odds ratio [AOR], 
adjusted by type of store=0.7, p<0.05) (Table 1). Although sales to minors decreased in 
most types of stores, the decrease was statistically significant only for convenience 
stores selling gasoline (from 48.6% to 28.9%; odds ratio=0.4, p=<0.01). From 1995 to 
1996, there were similar percentages of retailers willing to sell tobacco to minors 
when the retailer asked for identification (2.4% in 1995 compared with 3.5% in 1996) or 
when the retailer asked either the minor's age or for identification (4.4% in 1995 com- 
pared with 3.3% in 1996). 

However, the percentage of stores in which retailers asked minors for identification 
increased from 41.7% to 53.5% (AOR, adjusted by type of store=1.6, p<0.05), and the 
percentage of stores in which the retailer asked either the minor's age or for identifica- 
tion increased from 61.7% to 70.3% (AOR=1.5, p<0.01). The percentage of stores that 
displayed age-cf-sale warning signs increased from 32.6% to 63.8% (AOR=3.6, 
p<0.01). 

Reported by: Z Weinbaum, PhD, V Quinn, MEd, A Roeseler, MSPH, V Foster, MPH, N Bagnato, 
MPH, M Johnson, PhD, DG Bal, MD, Tobacco Control Section; D Walsh, Food and Drug Br, 
California Dept of Health Svcs; R Kropp, MA, J Keller, MPH, North Bay Health Resources Center, 
Petaluma. Office on Smoking and Health, National Center for Chronic Disease Prevention and 
Health Promotion, CDC. 

Editorial Note: The findings in this report are consistent with previous reports indicat- 
ing that illegal sales to minors may be effectively decreased by the combination of 
increased merchant education and enforcement of laws prohibiting sales of tobacco 
to minors, and that the requirement of proof of age by retailers is associated with very 
low sales rates (4~7 ). In this report, sales were less likely in both years when age was 
asked and/or identification was requested and when warning signs were present. 

The findings in this report are subject to at least two limitations. First, because com- 
parable data are available for only 2 years, they may not indicate a trend. Second, 
because the STAKE Act required statewide implementation, an evaluation design us- 
ing control communities was not possible, and further assessment is needed to exam- 
ine the possible influences of other factors on the rate of illegal sales to minors. 

The efforts of government and the private sector in California provide one model 
approach for reducing tobacco sales to minors. For example, the STAKE Act contains 
strengthening provisions that were not specifically required by the Synar Amend- 
ment. In addition, the STAKE Act was amended in 1995 to prohibit the sale of tobacco 
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products from vending machines except those in bars not adjoining restaurants, while 
a different law® bans the sale of individual cigarettes from open packages. Despite 
these efforts, the findings in this report indicate that, for 1996, one third of stores did 
not post warning signs, minors were not asked for proof of age identification in ap- 
proximately half of stores, and retailers were willing to sell tobacco to minors in al- 
most one third of purchase attempts. 

On August 28, 1996, the Food and Drug Administration (FDA) issued regulations 
that prohibit sales of tobacco to persons aged <18 years, require retailers to request 
photographic identification to verify the age of all persons aged <27 years who re- 
quest tobacco, ban vending machines and self-service displays except in facilities 
where only adults are permitted, ban sales of single cigarettes and packages with 
<20 cigarettes, and eliminate free samples of cigarettes and smokeless tobacco prod- 
ucts (8). The effective date for the provisions prohibiting tobacco sales to minors and 
requiring photographic identification is February 28, 1997, and the effective date for 
the provisions affecting sales through vending machines, self-service displays, single 
cigarettes sales, and distribution of free samples is August 28, 1997. The FDA rule 
should further enhance state and local efforts to decrease illegal sales of tobacco to 
minors. In addition, the Substance Abuse and Mental Health Services Administration 
has developed technical-assistance guidelines addressing statewide sampling meth- 
odologies, inspections (i.e., compliance checks), and interventions; these guidelines 


can be used by states to develop programs that comply with requirements of the 
Synar Amendment (9). 
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Decreased Antibody Response to Influenza Vaccine 
Among Nursing-Home Residents Who Received Recalled Vaccine — 
New York, 1996 


Following a voluntary recall in November 1996 of 11 lots* of Fluogen®* trivalent 
influenza vaccine (Parke-Davis Division, Warner Lambert Company, Morris Plains, 
New Jersey), the New York State Department of Health and CDC evaluated antibody 
response to the 1996-97 influenza vaccine among residents (n=86) of three nursing 
homes who received recalled vaccine and among residents (n=86) of three other nurs- 
ing homes who received vaccine produced by a different manufacturer. The Fluogen® 
lots were recalled because the monitored quantity of A/Nanchang/933/95(H3N2) he- 
magglutinin antigen in the 1996-97 influenza vaccine had declined since the vaccine 
initially was released; the reason for this decrease is unknown. The findings of this 
analysis indicate that, compared with elderly nursing-home residents who received 
influenza vaccine from a different manufacturer, residents who received Fluogen® 
from recalled lots had moderately lower antibody responses to the influenza 
A/Nanchang/933/95(H3N2) component of the 1996-97 influenza vaccine. 

Medical records were reviewed for and blood samples were obtained from the 
172 nursing-home residents who received influenza vaccine. Postvaccination serum 
samples were analyzed for antibody against all three components of the 1996-97 vac- 
cine using the hemagglutination-inhibition test (7). 

For the group of residents that received recalled vaccine, both geometric mean 
antibody titers and the percentage of residents with titers 21:40 against the 
A/Nanchang/933/95(H3N2) vaccine component were significantly lower than for the 
group of residents that received vaccine from a different manufacturer (Table 1). For 
both groups of residents, antibody titers were similar for the B/Harbin/07/94 and 
A/Texas/36/91(H1N1) vaccine components. The analysis also assessed demographic 
characteristics, chronic medical conditions, previous vaccination status, and activity 
levels; however, none of these factors accounted for the group-specific differences in 
antibody titers. 

Reported by: H Leib, R Gallo, D Ackman, MD, L Pate, P Smith, MD, State Epidemiologist, New 
York State Dept of Health; R Hodder, MD, Francis Schevier Home and Hospital, Bronx; | Gomolin, 
MD, Gurwin Jewish Geriatric Center, Commack; FB Olsen, DDS, The Parker Jewish Geriatric 
Center, New Hyde Park; H Morley, Petite Fleur Nursing Home, Sayville, New York. Office of the 
Director, and Influenza Br and WHO Collaborating Center for Surveillance, Epidemiology, and 
Control of Influenza, Div of Viral and Rickettsial Diseases, National Center for Infectious Dis- 
eases; Div of Applied Public Health Training (proposed), Epidemiology Program Office, CDC. 

Editorial Note: Based on the finding in New York that antibody response among 
nursing-home residents who received recalled Fluogen® was moderately lower than 
that among residents who received influenza vaccine from a different manufacturer, 
health-care providers might consider revaccinating persons who received recalled 
Fluogen®. Several factors have been considered for determining whether persons 
who received recalled Fluogen® should receive an additional dose of the 1996-97 in- 
fluenza vaccine. First, although higher postvaccination antibody levels generally are 


*Lot numbers are 00176P, 00276P, 00576P O0586P O0067EP, O0686P, 00786P O0886P 00966P, 
O00986P, and 01066P. 
tUse of trade names and commercial sources is for identification only and does not imply 


endorsement by the U.S. Department of Heaith and Human Services or the Public Health 
Service. 
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TABLE 1. Geometric mean antibody titer and percentage of antibody >1:40 in 
nursing-home residents who received either recalled Fluogen® * or influenza vaccine 
from a different manufacturer, by vaccine component — New York, 1996 





Received 
Received vaccine from 
recalled a different 
Category/ Fluogen® manufacturer 
Vaccine component (n=86) (n=86) p value 
Geometric mean titers 
A/Nanchang/933/95(H3N2) 33.2 54.8 0.01 
A/Texas/36/91(H1N1) 73.8 54.8 0.12 
B/Harbin/07/94 66.5 77.5 0.33 


% Residents with titers >1:40 
A/Nanchang/933/95(H3N2) 52.3% 67.4% 0.04 
A/Texas/36/91(H1N1) 80.2% 75.6% 0.54 
B/Harbin/07/94 77.9% 81.4% 0.57 








*Use of trade names and commercial sources is for identification only and does not imply 
endorsement by the U.S. Department of Health and Human Services or the Public Health 
Service. 

TP values for geometric mean titers were calculated using the Wilcoxon-rank sum two-sample 


test; for the percentage of residents with titers >1:40, the Mantel-Haenszel chi-square test was 
used. 


associated with greater protection from influenza-like illness and its complications 


(2-4), there is no absolute antibody titer that ensures protection. Second, because 
revaccination does not ensure development of higher antibody titers, it is difficult to 
estimate the potential clinical and public health benefits associated with revaccina- 
tion. Finally, a recent study of young adults indicated that antibody titers did not differ 
among groups randomized to receive either recalled or nonrecalled Fluogen® manu- 
factured for the 1996-97 influenza season (PA. Gross, S. Sperber, Hackensack Univer- 
sity Medical Center, personal communication, 1996). Although the total number of 
persons who received vaccine from recalled lots of Fluogen® represent only 5%-7% of 
all persons nationwide who received a 1996-97 influenza vaccination, most doses of 
vaccine have been administered before the influenza season (October—-mid-Novem- 
ber), and all remaining supplies of 1996-97 vaccine are limited. 

Based on these factors, CDC and the Food and Drug Administration recommend 
that physicians consider vaccinating the following persons with the remaining sup- 
plies of influenza vaccine, in order of priority: 1) all high-risk persons (5 ) who have not 
received any doses of the 1996-97 influenza vaccine, especially those with chronic 
medical conditions; and 2) high-risk persons, especially those with chronic, debilitat- 
ing medical conditions, who received Fluogen® from recalled lots. Revaccinaton is not 
recommended for other persons, including healthy persons who received Fluogen® 
from a recalled lot. 

An alternative strategy for controlling influenza type A among high-risk patients is 
the use of the antivira! aaents amantadine or rimantadine, especially for chronically ill, 
institutionalized, or severely debilitated persons who have been or may be exposed to 
influenza type A during an outbreak. Amantadine and rimantadine are equally effec- 
tive for prevention and treatment of influenza type A infection. Additional information 
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about the indications, dosage, side effects, and contraindications for these drugs is 
available in the recommendations of the Advisory Committee on Immunization Prac- 
tices (5) and the drug package inserts. 


References 
1. Rota PA, Regnery HL, Kendal AP. Influenza virus. In: Rose NR, de Macario EC, Fahey JL, Fried- 
man H, Penn GM, eds. Manual of clinical laboratory immunology. 4th ed. Washington, DC: 
American Society for Microbiology, 1992:576-81. 
. Morris JA, Kasel JA, Sagiam M, Knight V, Loda FA. immunity to influenza as related to antibody 
levels. N Engl J Med 1966;274:527-35. 
. Arden NH, Patriarca PA, Fasano MB, et al. The roles of vaccination and amantadine prophylaxis 
in controliing an outbreak of influenza A(H3N2) in a nursing home. Arch Intern Med 
1988;148:865-8. 


. Dowdle WR, Coleman MT, Mostow SR, Kaye HS, Schoenbaum SC. Inactivated influenza vac- 
cines. 2. Laboratory indices of protection. Postgraduate Medical Journal 1973;49:159-62. 

. ACIP. Prevention and control of influenza: recommendations of the Advisory Comrnittee on 
Immunization Practices. MMWR 1996;45(no. RR-5). 


Update: Influenza Activity — United States, 1996-97 Season 


In collaboration with the World Health Organization (WHO), its collaborating labo- 
ratories, and state and local health departments, CDC conducts surveillance to moni- 
tor influenza activity and to detect antigenic changes in the circulating strains of 
influenza viruses. This report summarizes influenza activity in the United States from 
September 29 through December 7, 1996, and indicates that influenza activity has in- 
creased since mid-November. 

From September 29 through December 7, a total of 602 (7%) of 8927 respiratory 
specimens tested by WHO collaborating laboratories in the United States were posi- 
tive for influenza virus. Of the 602 positive cultures, 458 (76%) were reported during 
November 17—-December 7. Of the 602 influenza isolates, 595 (99%) were influenza 
type A, and seven (1%) were type B. Of the 158 influenza type A isolates subtyped, all 
were A(H3N2). CDC further characterized 13 influenza A(H3N2) isolates, and all were 
antigenically similar to the H3N2 component of the 1996-97 influenza vaccine. 

Regional influenza activity* was first reported by state or territorial epidemiologists 
during the week ending October 19 in Maryland and continued to be reported from 
one to two states each week through the week ending November 16; regional activity 
increased to seven, 10, and 14 states for the weeks ending November 23, Novem- 
ber 30, and December 7, respectively. Widespread activity was first reported in Colo- 
rado and Pennsylvania during the week ending November 23, and in Connecticut 
during the week ending December 7. For the first time this season, the percentage of 
patients with influenza-like illness who visited sentinel physicians (5% for the week 
ending December 7) exceeded baseline levels (0-3%). 

During September 29-December 7, the percentage of deaths attributed to pneumo- 
nia and influenza (P&l) as reported by the vital statistics offices of 121 cities has not 


*Levels of activity are 1) no activity; 2) sporadic—sporadically occurring influenza-like illness 
(IL!) or culture-confirmed influenza with no outbreaks detected; 3) regionat—outbreaks of ILI 
or culture-confirmed influenza in counties with a combined population of <50% of the state’s 
total population; and 4) widespread—outbreaks of ILI or culture-confirmed influenza in counties 
with a combined population of 250% of the state’s total population. 
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exceeded the epidemic threshold’. Peaks in physician-reported influenza morbidity 
typically precede peaks in P&I mortality by 2-5 weeks (7). As of December 7, a total of 
23 outbreaks of influenza were reported to CDC; five (one in Indiana and two each in 
New York and Wisconsin) are described here. 


Indiana 


During November 24—December 1, a total of 431 (65%) of 660 persons aged 15-24 
years attending a vocational training camp in Indiana had onset of acute febrile respi- 
ratory manifestations (fever >100 F [>38 C] and cough); 20 (10%) of 200 staff had onset 
of similar illness. On November 27, three of four nasopharyngeal swab specimens 
obtained from ill persons were positive for influenza type A by rapid antigen-detection 
test. At the state public health laboratory, three of these specimens were further sub- 
typed as influenza A(H3N2). Before the outbreak, 56 (9%) camp attendees and approxi- 
mately 90% of the staff had been vaccinated with the 1996-97 influenza vaccine. 
During the Thanksgiving break, all persons who were asymptomatic left the camp, 
and symptomatic persons remained at the camp. After all attendees returned to the 
camp on December 1, only three additional cases were identified. 


New York 


During October 1-19, a total of 38 (50%) of 76 residents of two of the 17 units in a 
571-bed long-term-care facility in Rochester, New York, had onset of acute febrile res- 
piratory manifestations. Of the 442 employees of the facility who responded to a ques- 
tionnaire, 46 (10%) had onset of similar illness. Of the nasopharyngeal swab 
specimens obtained from 15 ill residents, six (40%) were positive for influenza type A 
at the state public health laboratory; four of these isolates were sent to CDC and fur- 
ther characterized as influenza A/Wuhan/359/95-like(H3N2). None of the residents or 
staff had received influenza vaccine before the outbreak. A total of 529 (93%) residents 
and 581 (75%) of 780 employees were vaccinated during the outbreak. Residents of 
the two affected units were isolated from residents of other units during October 4-18 
and October 10-25, respectively. One resident was hospitalized with pneumonia. 


New York City 


During November 6-16, a total of 25 (5%) of 499 residents of a nursing home had 
onset of acute respiratory manifestations. All ill residents were living on seven floors 
of the 13-floor facility. Fifteen (2%) of 650 employees also had onset of similar illness. 
Of nasopharyngeal swab specimens obtained from eight ill residents, five were posi- 
tive for influenza type A by a rapid antigen detection test. One of these specimens was 
cultured and confirmed as influenza type A. During October 1996, a total of 427 (91%) 
of 470 residents for whom information was available had received influenza vaccine. 
During November 7-13, residents of the two floors affected first were isolated from 
residents of other floors, and the staff assigned to these floors did not circulate to 
other floors. In addition, on November 8, arnantadine was administered to all 80 resi- 
dents on those two floors. On November 12, amantadine was administered to all other 
asymptomatic residents. Nine patients were hospitalized; two developed pneumonia, 
and seven had exacerbation of underlying medical conditions. 


tThe epidemic threshold is 1.645 standard deviations above the seasonal baseline. The expected 
seasonal baseline is projected using a robust regression procedure in which a periodic regres- 
sion model is applied to observed percentages of deaths from P&I since 1983. 
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On September 19, an outbreak of acute febrile respiratory illness began among 
students at a university in Milwaukee. Of the nasopharyngeal swab specimens ob- 
tained from 295 ill students, 47 were positive for influenza type A. Amantadine was 
administered to severely ill students. As of December 6, the outbreak was ongoing. 

On November 25, an outbreak of acute febrile respiratory illness began among stu- 
dents at another university in Milwaukee. Seven (47%) of the 15 nasopharyngeal 
specimens cultured were positive for influenza type A. As of December 6, the outbreak 
was still in progress. 

Ten isolates from the outbreaks in Milwaukee were identified as influenza A(H3N2) 
virus; one of these was antigenically characterized by CDC as influenza A/Wuhan/359/ 
95-like(H3N2). 

Reported by: G Steele, PhD, Epidemiology Resource Center and State Epidemiologist, D Bixler, 
MD, M Yonker, MA, Virology Laboratory, indiana State Dept of Health; M Schultz, G Atterbury, 
Job Corps; S Allen, MD, Indiana Univ Medical Center, Indianapolis. J Davis, MD, State Epide- 
miologist for Communicable Diseases, T Haupt, Div of Health, Wisconsin Dept of Health and 
Social Svcs; G Sedmak, PhD, City of Milwaukee Health Dept. L Cheney, Monroe Community 
Hospital, Rochester; L Villarente, DeWitt Nursing Home, New York City; D Ackman, MD, Bur of 
Communicable Disease Control, P Bernstein, MD, R Kirshenbaum, DO, S Kondracki, G Balzano, 
Regional Epidemiologist, S Switzer, G Brady, P Smith, MD, State Epidemiologist, New York State 
Dept of Health. Participating state and territorial epidemiologists and state public health labo- 
ratory directors. World Health Organization collaborating laboratories. Influenza Br and World 
Health Organization Collaborating Center for Surveillance, Epidemiology, and Control of Influ- 
enza, Div of Viral and Rickettsial Diseases, National Center for Infectious Diseases, CDC. 
Editorial Note: During the 1996-97 influenza season, 99% of influenza viruses identi- 
fied have been type A, and all subtyped isolates have been type A(H3N2). Because 
influenza A(H3N2) has been associated with increased morbidity and mortality among 
the elderly (2-4), nursing homes should routinely offer all residents influenza vaccine 
and should develop contingency plans for rapid administration of amantadine or 
rimantadine during suspected or confirmed influenza type A outbreaks. The recom- 
mended period for influenza vaccination is from the beginning of October through 
mid-November (5). However, influenza vaccine should continue to be offered to un- 
vaccinated persons at high risk for complications even after influenza activity is docu- 
mented in a community. During influenza type A outbreaks, amantadine or 
rimantadine can be administered for the 2-week period following vaccination to pro- 
vide protection until vaccine-induced antibody has developed (5). Amantadine and 
rimantadine also are effective for treatment of influenza type A if initiated within 
48 hours of illness onset. 

Throughout the influenza season, surveillance data collected by CDC is updated 
weekly and is available through the CDC voice information system, telephone (404) 
332-4551, or the fax information system, telephone (404) 332-4565, by requesting 
document number 361100. Information about local influenza activity is available from 
many county and state health departments. 
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Notice to Readers 





Combined Issues of MMWR 


A December 27 MMWR. will not be published. The next issue will be volume 45, 
numbers 51 and 52, dated January 3, 1997, and will include the figure and tables of 


notifiable disease and deaths for the weeks ending December 21 and December 29, 
1996. 


Erratum: Vol. 45, No. 47 


In the article “Accessibility to Minors of Cigarettes from Vending Machines— 
Broward County, Florida, 1996" (page 1036), the confidence intervals (Cls) for the find- 
ings presented in the text and Table 1 were incorrect. Below is Table 1 with the 
corrected Cls; Cis in the text should have matched those presented in this table. 


TABLE 1. Number of successful attempts by minors* to purchase cigarettes from 


vending machines, by category — Broward County, Florida, February-March 1996 


No. Successful attempts 

Category attempts No. (%) (95% Cit) 
Age (yrs) 

<17 71 (35.2) (24.2%-47.5%) 

17 32 (28.1) (13.8%-46.8%) 

Sex of minor 

Male 50 (20.0) (10.0%-33.7%) 

Female 53 (45.3) (31.6%-59.6%) 
Type of store 

Bar 64 (32.8) (21.6%-45.7%) 

Hotel/Motel 5 (40.0) ( 5.3%-85.3%) 

Restaurant 27 (29.6) (13.8%-50.2%) 

Other’ 7 (42.9) ( 9.9%-81.6%) 
Warning sign 

Yes 84 (35.7) (25.6%--46.9%) 

No 19 (21.1) ( 6.1%-45.6%) 


Total (33.0) (24.1%-43.0%) 


*Persons aged <18 years. 
tConfidence interval. 
Sincludes bowling lanes, country clubs, pool halls, and amusement centers. 
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Erratum: Vol. 45, No. 49 


In the article “Accessibility to Minors of Smokeless Tobacco Products—Broward 
County, Florida, March-June 1996" (page 1079), the confidence intervals (Cis) for the 
findings presented in the text and Table 1 were incorrect. Below is Table 1 with the 
corrected Cis; Cis in the text should have matched those presented in this table. 


TABLE 1. Number of attempts and number and percentage of successful attempts by 


minors* to purchase smokeless tobacco,’ by category — Broward County, Florida, 
March—June 1996 





No. Successful attempts 
Category " (%) (95% Ci§) 
Age (yrs) 
<17 (33.6) (24.9%-43.3%) 
17 (20.0) ( 4.3%--48.1%) 
Sex of minor 
Male (33.3) (22.9%-45.2%) 
Female (30.0) (17.9%-44.6%) 
Type of store 
Pharmacy (30.3) (15.6%-48.7%) 
Convenience (85.0) (62.1%-96.8%) 
Grocery (12.0) ( 2.5%-31.2%) 
Gas (22.0) (10.6%-37.6%) 
Smoke shops! (16.7) ( 0.4%-64.1%) 
Warning sign 
Yes (31.3) (22.2%-41.5%) 
No (34.5) (17.9%-54.3%) 


Total 125 (32.0) (23.9%—-40.9%) 


*Persons aged <18 years. 

* Snuff or loose-leaf or fine-cut chewing tobacco. 

5Confidence interval. 

Businesses where the predominant merchandise is tobacco or tobacco-related products. 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending December 14, 1996, with historical data — United States 
DISEASE DECREASE INCREASE eer mel 
Hepatitis A 1,839 
Hepatitis B 613 
Hepatitis, C/Non-A, Non-B 232 
Legionellosis 89 
Malaria 95 
Measles, Total 3 
Meningococcal Infections 193 
Mumps 37 
Pertussis 
Rabies, Animal 


Rubella 





t T T t 


0.03125 0.0625 0.125 0.25 0.5 1 


Ratio (Log Scale)* 
ESN) Beyond Historical Limits 
*Ratio of current 4-week total to mean of 15 4-week totals (frorn previous, comparable, and 


subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending December 14, 1996 (50th Week) 





Cum. 1996 


Anthrax - Plague 
Brucellosis 90 Poliomyelitis, paralytic! 
Cholera 5 Psittacosis 
Congenital rubella syndrome 2 Rabies, human 
Cryptosporidiosis* 2,311 Rocky Mountain spotted fever (RMSF) 
Diphtheria 1 Streptococcal toxic-shock syndrome* 
Encephalitis: California* 110 Syphilis, congenital** 
eastern equine* 2 Tetanus 
St. Louis* 1 Toxic-shock syndrome 
western equine* : Trichinosis 
Hansen Disease 112 Typhoid fever 
Hantavirus pulmonary syndrome*" 19 Yellow fever'' 
HIV infection, pediatric* 242 

















-: NO reported cases 
*Not notifiable in all states. 
t Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (NCID). 
5 Updated monthly to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention (NCHSTP), last 
—_ November 26, 1996. 
‘Three suspected cases of polio with onset in 1996 has been reported to date. 
**Updated quarterly from reports to the Division of STD Prevention, NCHSTP. 
tt This fatal case of yellow fever is the first occurrence of this disease reported in the United States since 1924. The infection 
is presumed to have been acquired in Brazil. 
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TABLE ll. Provisional cases of selected notifiable diseases, United States, 
weeks ending December 14, 1996, and December 16, 1995 (50th Week) 





Escherichia 

coli O157:H7 Hepatitis 

NETSS’ | Gonorrhea C/NA,NB Legionetlosis 

q Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 1996 1996 1996 1995 1996 1995 1996 

UNITED STATES 1,570 291,569 375,018 3,206 3,917 1,014 

NEW ENGLAND 194 ares 7.300 110 118 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending December 14, 1996, and December 16, 1995 (50th Week) 


Lyme Meningococcal Syphilis 

Disease Disease (Primary & S dary Tub losi: Rabies, Animal 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting Area | 1996 | 1995 1996 | 1995 1996 1995 1996 | 1995 | 1996 | 1995 
UNITED STATES 13,378 10,834 3,058 15,701 18,155 20,331 
NEW ENGLAND 3,928 2,016 413 495 
i 53 32 20 23 
48 27 16 17 
15 9 ; 4 

354 147 215 3-268 

524 333 30 48 

2,934 1468 132 135 

MID. ATLANTIC 8,168 7,185 3468 4,095 

Upstate N.Y. 4,319 3,640 430 505 

440 1810 2,241 


N.Y. City 355 
NJ. 1,873 1,639 694 788 
Pa. 1,621 1466 534 «891 
E.N. CENTRAL 78 1,902 1,931 
Ohio 51 296 270 
24 19 171 
3 18 971 
: 45 
Us: 362 


W.N. CENTRAL 206 230 
Minn. 134 
15 
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N: Not notifiable U: Unavailable -: no reported cases 
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TABLE lil. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending December 14, 1996, 
and December 16, 1995 (50th Week) 
H. influenzae, Hepatitis (viral), by type 

invasive A 8B 
Cum. Cum. Cum. Cum. Cum. 
Reporting Area 1996° 1995 1996 1995 1996 
UNITED STATES 1,080 27,742 29,276 9,677 


NEW ENGLAND 39 299 
Maine - 3 30 
N.H. 10 12 
































6 
13 131 

5 
- 6 
MID. ATLANTIC 160 
Upstate N.Y. 40 
N.Y. City 34 
N.J. 28 
Pa. 58 
E.N. CENTRAL 180 
Ohio 94 


S. ATLANTIC 
Del. 

DC. 
W. Va. 
N.C. 
S.C. 
Ga. 
Fla. 
E.S. CENTRAL 
Ky. 

Tenn. 

Ala. 

Miss. 

W.S. CENTRAL 
Ark. 


S~=8aseaos BBB oa. 


~— 


2,639 

6,443 

48 

95 164 


5 8 
135 107 
- 9 
- - - 6 
10 11 1 24 
N: Not notifiable U: Unavailable - NO reported cases 
*Of 214 cases among children aged <5 years, serotype was reported for 58 and of those, 22 were type b. 
For imported measies, cases include only those resulting from importation from other countries. 
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TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending December 14, 1996, 
and December 16, 1995 (50th Week) 





Reporting Area 


Measles (Rubeola), cont'd. 





Total 
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N: Not notifiable 


U: Unavailable 


-: No reported cases 
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TABLE IV. Deaths in 121 U.S. cities,* week ending 
December 14, 1996 (50th Week) 


y Age (Years) pad’ All Causes, By Age (Years) 
| | Total 
2-44] 1-24 | <1 
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U: Unavailable -: no reported cases 


data in this table are voluntarily reported from 121 cities in the United States, most of which ey a of 100,000 or 
i led 


a. A death is reported by the place of its occurrence and by the week that the death certificate was . Fetal deaths are not 
included. 


*Preumonia and influence. 

Because of ch i ethod 
counts will be avsileble fr in 4 to 6 weeks, 
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in these 3 Pennsylvania cities, these numbers are partial counts for the current week. Complete 
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